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INTRODUCTION 


It is my purpose to correlate the basic 
findings in psychotherapy in medical 
practice with what has been accomplished 
in the same field in dentistry. There is no 
reason for assuming that the parts of the 
human body treated by the practitioner in 
dentistry are exempt from psychosomatic 
influences any more than there is for as- 
suming that the cardiovascular system is 
exempt for the cardiologist. Neurocircu- 
latory asthenia is still a definite problem 
in the latter’s field and similar problems 
exist for the dentist. It is not only wise 
to investigate this new and fertile field, 
but it is also good dentistry. 


PRINCIPLES OF PSYCHOTHERAPY 


It follows then, that before we can 
practice psychotherapy in any form that 
we go over some of the principles in- 
volved. Many investigators today feel that 
in order to apply psychotherapy, it is 
more essential to discover the inner 
drives, the unconscious conflicts that set 
up a series of symptoms. Wolberg! cites 
a case in which emotional problems are 
interrelated and also confusing in an in- 
dividual with the symptoms of numbness, 
paraesthesia, and spasticity of an arm. 
These are symptoms of hysteria. The pa- 
tient also had phobias of the dark and 
closed spaces indicating an anxiety neu- 
roses. He also has fatigue, headache and 
dyspeptic attacks, all of which are psy- 
chosomatic. With such a multiplicity of 
symptoms it is necessary to consider the 
patients inner conflicts in order to affect 
a cure. 

Insecurity, self-esteem, relationship with 
other people and expression of inner im- 
pulses and demands are the disturbing 
factors in all psychoneuroses, according 
to Wolberg.1 Most of these revert to 
childhood experiences primarily, particu- 
larly in disappointments with parents. 


* Lecture given at the Eastern Dental Society of 
Philadelphia, March 17th, 1949. 


PSYCHOTHERAPY IN PATIENT RELAXATION* 
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The objective in psychotherapy is to 
give the patient a relaxed and secure 
foundation. We as dentists can achieve 
this by a proper approach at the very 
first meeting of the patient. Our first step 
in patient dentist relationship is to estab- 
lish confidence and this may be done at 
the onset when taking the history. I do 
not mean that one must sit at the desk or 
relegate this procedure to an assistant, to 
jot down the illnesses of the entire fam- 
ily and the number of times the patient 
had a headache. Let us suppose that the 
new patient is seated in the dental chair 
and you proceed to take your hand brush 
and scrub up. How many of you have 
then washed a valuable and helpful his- 
tory down the drain? While scrubbing, 
it is my routine to overdo it, at the same 
time asking the patient about his troubles. 
By continual scrubbing and otherwise 
keeping quiet, the salient facts pertaining 
to the case history will begin pouring 
out. Information will then be available 
not only regarding the patient, but also 
regarding his friends and relatives and 
his attitudes and relationship with other 
people. If more information is required, 
a repetition of the patient’s last words 
may make them continue. By excessive 
drying of the hands after washing, and 
acting as a sympathetic listener, your pa- 
tient will develop a sense of security and 
assurance. Your sympathetic air will make 
your patient more attached to you. This 
is one method used in psychotherapy 
called ventilation, or pol 2 It is 
comparable to a catharsis for the patient, 
and makes him feel that he has a confi- 
dant in the dentist. 


EVALUATION OF PATIENT’S PROBLEM. 


Maurice Levine? in his book, Psycho- 
therapy in Medical Practice divides the 
field in major and minor psychotherapy, 
just as we would divide dental surgery 
into major and minor dental surgery. 
One can readily see that a field of minor 


psychotherapy presents itself for investi- 
gation from a dental viewpoint by den- 
tists. Here again, I wish to state that 
even though we can obtain a bird’s eye 
view of the field of psychiatry, we should 
in practice, and in conversation, restrict 
ourselves to our own phase of medical 
practice—and that is general dentistry 
for the most part. We should not concern 
ourselves in the psychotherapy of the 
feebleminded, the neurotic or the psy- 
chotic as far as their psychobiologic needs 
are concerned. We should confine our- 
selves to the treatment of the normal in- 
dividual, with his small troubles that re- 
quire relief from pain, relief from fear 
and anxiety. After all, the bulk of mental 
ailments is not found in labelled cases, 
but in the vast number of patients who 
have minor mental disturbances. Build up 
in these individuals a wholesome feeling 
of friendliness and confidence. 

This attitude is entirely necessary on 
the part of the operator. Just as in Ortho- 
dontia, one must devote his entire time 
to rounding out a full knowledge of 
cause and effect, so in Psychiatry, the 
various branches of practice including 
Psychoanalysis requires a life time of 
study for dispensing proper therapy. In 
this light, it is interesting to become ac- 
quainted with the methods involved so 
that we can evaluate certain of our pa- 
tients problems in so far as they are 
related to dentistry. 

It would be desirable if we could all 
develop a certain smoothness in handling 
our patients. Our own attitudes are fac- 
tors in correct therapy. We should be 
certain of our manner; avoiding those at- 
titudes that bring a sense of anger within 
us, or a better than thou appearance, 
or a sense of fear within us. We should 
be passive and yet reassuring. 

The taking of the history in itself is 
good psychotherapy. It may immediately 
dispel the fear of a new patient in his 
new dentist. By permitting the patient to 
talk freely, it may bring the patient ev 
rapport with his dentist. The examina- 
tion properly accomplished with roent- 
genograms and thorough study of all soft 
tissues of the mouth, has a_ beneficial 


effect on patients as far as psychotherapy 
is concerned. 

We can talk at great length about the 
removal of external environmental strains 
and how to modify them and correct 
them. We might include the entire sub- 
ject of fears in children and of the pres- 
sure from stern parents and teachers. Or 
we might speak of the pressures of en- 
vironment, both physical and financial, 
with which adults struggle. We do meet 
people every day in these environmental 
struggles and there is little that we can 
do except in advising parents to give evi- 
dence of greater affection to the child that 
has fear, or improper dental habits, such 
as thumb sucking or nail biting. Parents 
should be educated to train their children 
not by being overly strict or by spoiling, 
but by having a “kind, firm, loving 
attitude.”’? 

Many children have a feeling of inse- 
curity. They are the ones whose parents 
are forever quarrelling. They are the ones 
whose parents and teachers require more 
than the mental age group of the partic- 
ular child permits. The world becomes 
too much for them. Where harmony at 
home is in evidence, the child has se- 
curity. For these insecure children, we 
can use proper psychology in presenta- 
tion of dentistry. One should suggest and 
make up various games in relation to the 
work involved, whether it is a novocain 
injection or removal of decay. Novocain 
injections should be bubbles of sleepy 
water. Removal of decay should be ac- 
complished by small shovels, not right 
angle spoon excavators. An explorer 
should be a metal toothpick. The older 
child should be treated as an adult. It is 
smart practice to train the child to be a 
good dental patient. If play therapy is 
not successful, or if pure suggestion does 
not suffice, a mild form of hypnotherapy 
may be used. The technique here is to 
again tell the child that we are going to 
play a game. I prefer to use this on ex- 
citable children over the age of six. I 
ask them to close their eyes and try to 
imagine a black horse, or a black mammy 
doll. We then continue to tell them to 
keep looking at the black. Every now and 
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then, we continue to ask them if they 
see the black, and if they say yes, we 
tell them to keep looking at the black. 
You will be surprised to find a very 
obedient and quiet child. This is recom- 
mended when all other methods of symp- 
tom removal are first utilized without 
success. 

The same procedure can be followed 
through with adults asking them to vis- 
ualize a white dress with black buttons. 
Invariably the patient will want to know 
—what pattern to use. Tell them any 
pattern will do, but to place a large black 
button in the front and keep looking at 
that. This is a simple form of hypno- 
therapy and lends itself very nicely to 
patient relaxation. 

For the past three years I have had a 
gitl—age 9—as a patient, who has a 
great many fears and a great love for 
candy. It is difficult to get her to return 
at periodic intervals for completion of 
treatment. When she finally arrives there 
is not too much accomplished because of 
the great tussle involved. This is one 
case where all the psychology in the 
world does not have an effect. I have 
given up trying to make this particular 
patient stand on her own two feet as far 
as dentistry is concerned and have insti- 
tuted the above therapy. This child found 
a tiny black spot of paint on the window 
pane and concentrated on that. Her re- 
laxation was so profound that we fol- 
lowed through in her case with a greater 
depth of hypnosis. She likes it and asks 
to be put to sleep to have her dentistry 
done. We have been able to clean up 
four anterior cavities that just missed 
being pulp exposures and the patient had 
no knowledge of what was done. The 
black spot still remains on the window 
pane. Neurof* wrote an article in which 
he suggests hypnotherapy by having the 
patient imagine a black spot on his op- 
erating coat and to concentrate on that. 
We have embelished this idea with the 
therapy as described. 


DESENSITIZATION 


In psychotherapy there is a method 
called desensitization which is all the 


word implies. By having the child make 
at least two visits to the dental office 
before any work is done, he is desensi- 
tized, obtaining the dental routine in 
small doses. When the cavity prepara- 
tions are performed the smaller cavities 
should be excavated first. This builds up 
the defences so that the individual can 
cope with future larger situations. 

With adults it is important to evalu- 
ate the patient’s problem as far as proper 
psychotherapy is concerned. It has been 
proven without a doubt, that periodontal 
tissue is also affected by psychosomatic 
problems as is the mucosa of the stom- 
ach. Mellars and Herms* have written an 
investigation of Neuropathologic Mani- 
festations of Oral Tissue. They wrote at 
great length about the psychosomatic 
background of certain oral manifestations. 
In their scientific investigations at the 
Napa State Hospital, they noted that pa- 
tients’ fluctuation of periodic bleeding of 
gum tissue coincided with their fluctua- 
tions of emotions. They also noted that 
in these cases, obscure pain, recession and 
periodontal lesions were materially aided 
with psychotherapy without chemother- 
apy. They felt, however, that by giving 
patients vitamin therapy, they were 
made to feel that something was being 
done for them, and improvement was in 
evidence. Here we have another phase of 
psychotherapy in that patients tend to be 
more at ease with the administration of 
some medication. They also felt that this 
type of therapy aided the patient in 
metabolic re-establishment. Intensive tests 
were made of patients in the hospital and 
as a control, they tested the patients in 
their office as to emotional status, degree 
of pH of the saliva and degree of bleed- 
ing gums. The changes of pH according 
to the psychic stimuli were observed to- 
gether with the types of enzymes in the 
saliva and the types of bacteria present. 
Direct observation of capillary action with 
special microscopic arrangements were 
unique indeed. 

In this way, the authors were able to 
note the effect of excitement and de- 
pression on capillary fragility. They were 
able to see changes in the neurovascular 
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system and noted that emotional excite- 
ment produced expansion of arterial 
capillaries and a rupturing of the ven- 
ules. They noted that patients belonging 
to the excited group had continual bleed- 
ing, pH changes with a pathologic bac- 
terial flora, recession, hypertrophy, red- 
ness and exudate. The depressed group 
showed regular recession at the gingiva 
and no bleeding, anaemic tissue, and a 
looseness of teeth due to dietary irregu- 
larities. The authors contend that the 
dietary deficiencies may be of psychic 
origin. They have proven without a doubt 
that dental tissues are affected by psy- 
chosomatic phenomena just as the stom- 
ach mucosa, the vaginal tissues and other 
mucous tissues of the body respond to 
emotional problems. Psychotherapy in 
these cases is invaluable. The authors of 
this work deserve great commendation 
for their positive investigation into the 
field of psychosomatic dentistry. 

In order to obtain cooperation from 
your patient in psychotherapy, it is es- 
sential to inspire a feeling of confidence. 
The average patient presents himself to 
the dentist with the thought that after 
the restorations are made and the perio- 
dontal tissues are in good health, his 
responsibilities are over. We all know 
that home care is essential, not only from 
the standpoint of nutrition and prophy- 
laxis, but also for the patient to have a 
better hygienic mental attitude. It is, 
therefore, of great value in patient re- 
laxation to check nutritional habits and 
to go over with the patient, in his own 
mouth, an exact technique of gingival 
brushing, before instituting treatment. 
Here again the patients’ responsibilities 
should be made gradually and with some 
consciousness on their part that all in- 
formation is given to them for their own 
welfare. 

Should this fail, we can resort to drug 
therapy if indicated, novocain, general 
anesthesia, simple suggestion, or com- 
plete or immediate relaxation with hyp- 
notherapy. According to Kane,® “Sugges- 
tion does not concern itself with conflicts. 
It disregards the dynamics or the motives 
of emotional states. . . . Suggestion does 


not recognize conflicts their cause and 
workings nor how to handle them. It 
teaches the individual to solve his prob- 
lem.” 

Since we are concerned here with the 
so called normal individual, and are not 
using psychotherapy in medical practice, 
our main objective should be to relieve 
symptoms of pain and fear during the 
progress of our work. Psychotherapy in 
the form of hypnosis can be used in den- 
tistry along with other anesthetics to 
achieve the end result of a quiet, satis- 
fied patient. 

Our investigations along the lines of 
hypnotherapy were given in detail and 
reported some time ago,*.7 including his- 
tory, techniques, theories, medical and 
psychological reports and observations in 
personal practice for a period of fifteen 
years. Suffice it to say, a number of re- 
cent case histories at this time to illus- 
trate certain phases of patient relaxation 
is in order. 


CASE HISTORIES. 


In our office, we use hypnotherapy as 
an anesthetic but more often in conjunc- 
tion with other anesthetics purely for 
patient relaxation. A Mrs. K. presented 
herself recently with a number of very 
sensitive cavities. She had an aversion to 
gas and novocain to the extreme. Hypno- 
sis was used on this patient for three or 
four times in cavity preparation merely 
for relaxation. At a subsequent visit, I 
decided to clean out all remaining cavi- 
ties and fill them at one sitting. This 
included three deep two-surface cavities 
on the upper left and one buccal cavity 
on the lower left. The patient was told 
that when I rub my finger over the gum 
tissues and tooth structures the entire 
area covered will become numb and dead 
so that I can proceed with cavity prep- 
aration without sensations from pain or 
pressure. This is called glove anesthesia* 
in psychological circles, in that the anes- 
thesia produced is not along the nerve 
pathways. It follows the patients idea as 
though one were to put on a glove of 
anesthesia over the area affected. In this 
case, glove anesthesia was introduced for 
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the teeth of the upper left side. The 
lower left was merely in the stage of 
relaxation without anesthesia. Every time 
I touched a certain spot with my bur, 
that patient felt pain and gave evidence 
of it. With this pain there was a rush of 
saliva, so that the whole field was pro- 
fusely wet. By merely saying, that when 
I count to five the flow of saliva will 
become a bit less than normal, the mouth 
dried up. The patient subsequently had 
no knowledge of anything that went on 
in the upper left area, but remembered 
fully the experiences on the lower. 

You have all had the patient who 
breaks out in a cold sweat with any form 
of dental treatment. Mr. L. had been 
referred to me by another dentist to try 
to overcome his great fear of pain, noise, 
injections and dentistry in general. At 
the first session, this patient felt for the 
first time that he can leave a dentist’s 
office with a feeling of confidence. Since 
the noise of the drill affected him to the 
extreme, it was suggested that he in- 
terpret the noise as musical tones that 
were pleasing to him. By using hypnosis 
for relaxation we were able to convince 
him that the injections of procaine were 
relatively simple and not bad in the least. 
It is good policy to use every method 
that we can, to bring about relaxation 
and good anesthesia. In surgery, anes- 
thetists do not confine themselves to ether 
alone. They use sodium amytal, sodium 
pentothal, cyclopropane, or ether and 
sometimes nerve block, along with the 
general anesthetic. They also use hypno- 
therapy in the induction of their cases if 
they wish to avoid an excitable phase of 
induction. Mr. L. mentioned before an 
extraction that he had a fear of the tre- 
mendous pressures one had to use to 
extract teeth. This patient was then given 
hypnosis to reduce his apprehension and 
a 2% N.P.C. mandibular injection. The 
cowhorn forcep used on the lower molar 
made this patient groan and moan. The 
pressure was terrific. The roots were very 
long. Still asleep in hypnosis, he asked 
if he could put his head down between 
his feet. Post hypnotic suggestion was 
then given to put this patient in amnesia 


to both pain and pressure that he may 
have had. He was also told that he 
would not remember any of the pressure 
used in removing this tooth. We have at- 
tempted two things here. One, amnesia 
to pain and pressure. Two, we have dis- 
regarded the patient’s emotional state and 
have forcefully blocked the mental pro- 
cess preventing the uncovering of the 
inner drives or conflicts that make this 
patient what he is. We are attempting 
not to handle this patient’s conflicts, but 
to make a good find dental patient out 
of him so that in the future, he can fol- 
low the normal routine. Mr. L. did not 
remember his groaning during sleep just 
as general anesthesia patients do not re- 
member their dreams during the course 
of anesthesia. He also wanted to know 
why teeth can be extracted so easily and 
why his tooth was attached so loosely to 
the bone as to require no pressure. Even- 
tually this patient will be convinced of 
the simplicity of dental procedures and 
will become that ideal patient that re- 
quires no anesthetic. 


CONCLUSION 


A plea has been made for increased 
tolerance to patients’ problems, a kindly 
attitude, and understanding as to why 
apparently normal patients require psy- 
chotherapy. Develop the professional 
manner which makes the patient feel 
emotionally better when he sees his den- 
tist. It takes constant study, conscious ob- 
servation, and a feeling of wanting to 
help the other man. Begin to learn the 
glamour that is dentistry. 

468 Delaware Ave. 
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STUDIES ON: THE USE OF GELATIN-GLYCERINE MIXTURES 
IN DETERMINATION OF STRESS ANALYSIS BY 
POLARIZED LIGHT 


and 


ELECTRONIC AMPLIFICATION OF OCCLUSAL SOUNDS 


CHARLES E, BarreTT, JR., West Hartford Conn.* 


I. PHOTO-ELASTICITY 


A great deal of writing has been done 
on the subject of the movement of the 
tooth in its bony socket with resulting 
compression and tension of the periodon- 
tal membrane. The effects may be mathe- 
matically arrived at but actual illustrations 
make the conditions most readily under- 
standable. Many designs and materials 
have been used but the general type which 
shows the most promise is the photo- 
elastic employing polarized light. In this 
way, actual points of movement ranging 
from maximum tension to maximum com- 
pression may be observed simultaneously 
as pressures are applied to the tooth from 
directions equivalent to those which may 
be exerted in the mouth. 

The materials which most accurately 
demonstrate the lines of stress by polar- 
ized light are pre-cast or formed under 
considerable pressure. Since there is very 
great difficulty in working these materials 
to the thin outline of the periodontal 
membrane, great care must be used not 
to heat the material in working it nor to 
use heavy pressure in cutting it to avoid 
permanent stress lines which would lessen 
its illustrative properties. 

It was decided that the ideal material 
would be one which could be cast directly 
into Opaque or semi-opaque (or combina- 
tions of these) models of tooth and bony 
support. The material which gave the 
best results and simplest working proper- 
ties was found to be a mixture of water- 
gelatin and glycerin. A grade of plain 
gelatin as furnished by grocery stores was 
found to be satisfactory. This is said to 
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have a water content of 15% based on the 
protein content of the gelatin. Various 
combinations of gelatin, water, and gly- 
cerin were tried. The most satisfactory 
was found to be glycerin 40 gr., water 
20 gr. including the water content of 
the gelatin powder, and gelatin 20 gm. 
Allowing for the water content of the 
gelatin, the actual proportions by weight 
were glycerin 40 gr., gelatin 23.5 gr., 
and water 16.5 gr. 

The ingredients were chilled to about 
32° F. The glycerin was mixed with the 
water. The gelatin was stirred into about 
two-thirds of this liquid. The chilling 
seemed to retard the swelling of the gela- 
tin. This mixture was heated in a double 
boiler and the remaining liquid stirred 
in very gently. The main difficulty was 
found to be the elimination of bubbles 
and formation of froth. The most satis- 
factory method of eliminating the final 
bubbles was the use of a 500 cc Pyrex 
beaker placed in a container of water with 
a spoon underneath it to hold one side of 
the beaker up at an angle of 10°. The 
bubbling action of the boiling water in 
the pan lifted the beaker up and down 
with a tapping motion which, after one 
to three hours, eliminated the bubbles in 
the body of the mixture entirely and re- 
duced the depth of the remaining froth. 
At this point the beaker was removed 
from the boiling water and chilled. It was 
then possible to remove the intact mass 
of clear material from the beaker with 
its crown of foam. The foam and any 
surface bubbles were then removed with a 
sharp knife. The remaining material was 
a clear dark amber color. This was then 
returned to the beaker fitting back into its 
original position in the bottom of the 
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beaker and reheated by the double boiler 
method until it had reached a state where 
it could be poured into the form desired. 
This pouring process required some care 
and practice in order to avoid trapping 
bubbles and to bring it to the desired level 
with no surplus as it is extremely difficult 
to trim. 

Reference to the chart shows that a hy- 
perbolic boundary can be drawn through 
the 1-1, below which it is difficult to 


amount of glycerine without decreasing 
the amount of water makes the material 
tacky. The circles with numbers indicate 
some of the proportions tried experi- 
mentally. 

The shrinkage varied with different 
mixtures and appeared to be least in the 
harder region. However, the materials 
made according to the proportions recom- 
mended have held their photo-elastic 
properties through various climates for 
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Water includes that in the gelatine as bought. 
Arrows indicate estimated increase in horniness. 
Numbers in circles indicate order of tests. 
Knox’s gelatine was used. 


Example: (15) could be made with Gelatine 20 grams (not including the water content), 


Glycerine 40 grams, Water 20 (including the water content of the gelatine powder—about 15%). 
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Il. ELECTRONIC AMPLIFICATION OF 
OCCLUSAL SOUNDS. 


One of the methods of discovering pre- 
maturities in centric occlusion is by listen- 
ing to the sounds elicited upon closure 
contact. It was thought that if a means 
were available of determining which 
tooth or teeth the sound emanated from 
a diagnosis could be made more readily. 

Accordingly, various crystal pick-up 
sound devices were tested in connection 
with an electronic amplification system 
and a small loud speaker. Metal and 
wooden applicator points were tried in 
connection with this, using them as probes 
held in contact with the buccal surface 
of each tooth. In this way, the difference 
in response of any tooth having a degree 
of motion or of conductivity different 
from the average was readily noted. 

Some pick-up devices are much more 
efficient than others. In general, the high 
output type (which has lesser musical 
capabilities) was found more suitable. 
The most desirable type of pick-up is 
one that is omni-directional. The Brush 
Development Corporation of Cleveland, 
Ohio, has been helpful in finding such 
a device. 

For ordinary use, a low power amplify- 
ing system of a range of from 2 to 8 watts 
is satisfactory. The noise created by the 
preliminary contact of the probe with 
the tooth surface has been found discon- 


cient photo-elasticity. 
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certing to the patient. Therefore, a foot 
switch was connected into the plate circuit 
of the amplifier. Using this, the operator 
may keep the device silent until he is 
satisfied that he has the probe satisfactor- 
ily positioned. 

For clinic, demonstrations on several 
different patients, throw-away wooden 
applicators were most convenient. For 
routine practice, however, it was found 
that a metal applicator tipped with a dia- 
mond scriber point or unpolished chip 
was not so prone to slip on the enamel 
surface and gave a clearer range of tonal 
response. The diamond points mounted 
on metal shanks about 20 mm. in length 
are available at surprisingly low cost and 
may be attached by their mounting to the 
wire probe by either low fusing or silver 
solder. 

This device has been found to have 
other possibilities aside from its use in 
locating premature contacts. It can also 
aid in testing and comparing structures 
about the teeth. 

In using such an electronic amplifying 
device, the precaution should always be 
taken to note that the circuit is properly 
grounded so that no appreciable current 
will be delivered to the patient. 

For experimental work, 2i expensive | 
amplifier is not necessary. It may be 
hooked into any radio phonograph or 
sound reproducing system. 
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MANAGEMENT OF THE CHILD PATIENT IN 
PRIVATE DENTAL PRACTICE* 


Haro_p R. KLEIN, D.D.S. + 


In the dental offices of general prac- 
titioners the treatment of children is not 
always routine. This paper is intended to 
help the general practitioner establish a 
routine for the treatment of children in 
the private office. 

In considering our subject these ques- 
tions arise: 

1. Exactly how shall we treat the 

child ? 
A. Psychologically 
B. Dentally 
. How can we control the child phys- 
ically and mentally? 
A. What force, if any, must be ap- 
plied ? 
B. What types of reasoning and 
persuasion must be effected ? 
. How can we teach the child to be- 
come a cooperative dental patient ? 
. How can we induce the parents of 
our children to accept children’s 
dentistry ? 


It is generally agreed that two and a 
half to three years is the most opportune 
age level to begin treatment. This is be- 
cause the child is most malleable at that 
stage. A get-acquainted visit may be the 
only contact at this time. However at three 
years of age, dental work such as prophy- 
laxis, fluoride therapy, roentgenograms 
and models and when necessary, restora- 
tive work can be accomplished with com- 
parative ease. 

At the first examination, the whole 
future structure of treatment will be laid 
down. This examination will decide 
whether all subsequent treatments are to 
fail or succeed. But the initial visit may 
prove to be extremely confusing or up- 
setting if certain fundamental ideas are 
not adopted. Some of these fundamentals 
follow: 


* Read before the Third Annual Meeting of The 
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1. Do not attempt to be too playful; 
nor attempt to be a big brother to 
the child. 

. Always remember that the child 
has come as a patient and expects 
certain dental operations. If by any 
chance the mother has set up a 
“This won't hurt” impression, it 
will be our job to negate this at- 
titude. The child expects to be hurt 
and the sooner he ca. that we 
are aware of it, the sooner we will 
gain his confidence. 


There is a basic concept concerning 
the question of confidence that should 
be discussed at this point. 

After many years of trial and error, 
we have arrived at a concept that works. 
Basically, there must be a transfer of con- 
fidence from the child’s parent to the 
dentist. There are many methods of ac- 
complishing this transfer. Sometimes this 
can be achieved by scolding the child; or 
more often the parent, while the child is 
present; or continually reassuring the 
child of our sincerity. 

The latter has been most effective. 
For example, we tell the child that we 
want to look at his teeth. If he is trucu- 
lent, the statement is repeated, “I want 
to and I am going to look at your 
teeth.” If the child is in the waiting 
room and refuses to respond, he is picked 
up bodily, carried to the chair and force- 
fully seated. Of course the mother has 
been told that no harm will come to 
her child. 

When he is seated, the original state- 
ment is repeated, “I am going to see 
your teeth.” Reluctantly he may open his 
mouth, otherwise it is forcefully opened. 
After having shown him the mouth mir- 
ror and permitting him to handle it, it 
is inserted in his mouth. At this point 
no real attempt is made to examine his 
teeth if he shows a willingness to coop- 
erate. After passing the mirror gently 
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| 
3 
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around the mouth it 1s removed and the 
child informed that the visit is com- 
pleted. Two things have been  ac- 
complished: we have kept our word and 
“looked at his teeth’ and secondly we 


have not hurt him in doing so. No other | 
treatment is attempted at this visit. Be- | 


fore dismissal the child is told what will 
be done at the next visit. This usually 
consists of roentgenographic examination 
so the ‘“‘camera” and “film’’ are shown 
him and the procedure explained. An 
initial visit of this kind makes subsequent 
visits more productive. 

We must not deceive a young patient. 
The old adage that you cannot fool a 


| child is not true—you can fool him once! 


Let us get back to the average child. 
Upon arrival, we call him by his first 
name or nickname. He is spoken to in a 


calm reassuring voice. Assurance in the | 


dentist lends confidence to the child. 
Baby-talk is never used since it is prob- 
ably the surest way to destroy any progress 
which has been made. Baby-talk imitates 
the child and since he would like to 
imitate grown-ups he is being made fun 
of. Surely this is a poor way to gain 
confidence. 

Nothing is done in a hurry. Such pro- 
cedures as taking instruments from the 
bracket table are done slowly and quietly. 
The instruments are demonstrated and 
their use explained. This time is well 
— saving much more time at a later 

ate. No promises are made which will 

not or cannot be kept; be it reward, pro- 
cedure or punishment. Avoid, at all 
costs, instructions to be transmitted by 
the parent. 

This brings up the old question of 
whether to admit parents to the operating 
room or not. Parents, as a rule should 
not be in the operating room, with cer- 
tain exceptions. The exceptions are those 
parents who can and do cooperate com- 
pletely. The parents have a special seat 
nearby and slightly in front of the child 
and are not permitted to talk at all. 
They sit on a “silent seat’’ and are silent 
partners. If the child questions the —_— 
the response must be, “ask the doctor, 


he knows the answer.’ What we are 
really trying to do at all times is transfer 
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the trust and confidence established in 
the parent to ourselves and thereby be- 
come the friend of the child just as his 
parents are his friends and confidants. 

Now let us digress to discuss the ques- 
tion of fear. As we approach the un- 
known, fear is present in all of us. The 
dental chair is the unknown to the child, 
and therefore, he is afraid of it. Although 
we should not bring up the question of 
fear, we should also not hesitate to ex- 
om it as fully as possible when it is 

rought up. We may tell the child that 
we also fear dental work when it is done 
to us or that his parents fear dental work; 
but that after he knows us better, his 
fear will be controlled or in his language 
“taken care of.’’ Because he will learn 
to trust us, knowing that at all times we 
will keep our word, these statements will 
eventually dispel his fear. To allay his 
doubt that we won't keep our word, we 
have two devices; one, a set of stop and 
go lights, red and green, in which a 
child presses a button for the red and 
releases it for the green. If we pay strict 
attention to the lights from the first, con- 
fidence in our word is built up. These 
lights however are cumbersome and are 
today hardly used. Another is still sim- 
pler. We ask the child to place his left 
hand on the arm of the chair, when he 
raises it we stop and when he lowers 
it we continue. As simple as this device 
is, it seems to give the patient confidence 
out of all proportion to its simplicity. 
Another device may be a tone signal— 
press a button, a tone is sounded—stop; 
another press—another tone, go ahead, 
etc. 
These devices have their proper place. 
They are as good as the ability of the 
patient to cooperate. If he becomes too 
playful and stops the operator too often, 
the device is defeated. Before discontinu- 
ing it however, we test him out by hold- 
ing the bur on the enamel or near it and 
then if he stops us, we reprimand him 
and tell him that he is not “playing the 
game” and that only if he does so will 
we permit him to signal us. 

During this visit we attempt to educate 
the parent in the presence of the child, 
and if possible, do a prophylaxis, or take 
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radiograms. We always make sure to 
compliment the child on his teeth or 
some other phase of the visit, being care- 
ful to compliment something that really 
deserves it. He will know at a very early 
age whether we are back-patters or are 
really interested in him. 

On this first visit if the child has 
presented with pain it is essential that 
this pain be relieved. We cannot empha- 
size this too much. Very frequently this 
is lost sight of when we are trying to 
indoctrinate the child and parent, and 
the child leaves with the pain unrelieved, 
probably saying to himself, “Why did I 
go to the dentist! It still hurts me!” 

To sum up what we have so far dis- 
cussed—on this first visit we try to trans- 
fer the confidence, trust and friendliness 
the child has for its parent to ourself, to 
indoctrinate the child to the mirror, ex- 
plorer, etc. and to educate the parent 
and to obtain, if possible, roentgeno- 
grams. At the second visit we make 


models, clean the teeth and make up a 
preliminary treatment plan. The final 
treatment plan may be made after the 


patient leaves. 

A word about the length of each 
visit. One half hour for each session is 
the normal length of time with a very 
rare 15 minute extension. Keeping a child 
too long in a chair when he is behaving 
well destroys confidence. We so easily 
slip into the fallacious attitude that since 
the child is behaving, let’s get as much 
work done as possible. Work should not 
be continued to that point where either 
his or our patience is exhausted. We 
will be able to do a lot more per visit 
later if we take it easy at first. 

Now let us assume that the patient has 
been properly prepared by careful hand- 
ling; what shall we do on subsequent 
visits? In our practice as well as that 
taught at New York University College 
of Dentistry, -we begin with a simple 
filling in an area that, we think, is the 
least sensitive. We realize that this is con- 
trary to adult practice, where the most 
extensive cavity is begun first. By this 
method of treatment, the patient gains 
confidence, and later when it becomes 
necessary to hurt the child, he becomes 


more amenable to pain. Remembering not 
to do too much work or for too long a 
time, our subsequent visits should permit 
us to do more and more work. We have 
done as many as four preparations and 
fillings in one half hour. Somewhere 
about this time a toothbrush and dental 
hygiene should be introduced. The child 
is instructed to bring his toothbrush to 
the office for several visits in succession. 
It gives him a responsibility and makes 
him feel more grown-up. There are many 
other considerations to be taken up and 
we would like to, just briefly, mention 
some of them. Concerning presents to 
children: we never give the child a pres- 
ent because he has been a good boy. We 
always give him something to show our 
friendship for him, as well as to remem- 
ber the visit. These gifts needn't be 
elaborate or costly. Gifts, such as a 
whistle made from an empty anesthesia 
cartridge, or a piece of wax into which 
he may bite po produce an impression, 
or a piece of plaster of paris as chalk, 
or even an empty cement bottle. Almost 
anything will suffice. 

We make it a practice to send birthday 
and recall cards addressed to the child. 
The ADA has a fine certificate of com- 
pletion without any advertising on it 
which may be presented. Remember that 
friendliness is our greatest aid but 
friendliness carried on to playfulness 
leads to defeat. We must be friendly, 
just and firm, and regardless of how 
friendly, the work still must be done, 
for our own benefit as well as for the 
child’s. The child expects the work to 
be done. 

At all times the approach must be re- 
laxed. If we are tense, aggravated or 
annoyed constructive work cannot be 
done. Never carry over a mood from 
one patient to another. 

To assure a child that we are really 
interested in him as an individual we 
try to notice something outstanding to 
distinguish him from others. For ex- 
ample, in uhe case of twins we noticed 
a mole on the forehead of one and, to 
their great delight, never mixed them 
up and called each one by her right 
name. At another time we learned that 
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a child was to receive a black cat as a 
gift. On her subsequent visit we asked 
Margarite whether the cat already had 
a name and what she fed it. Her reac- 
tion was surprising, she relaxed im- 
mediately, told us all about it, and 
consequently we were able to prepare and 
fill two cavities that day. 

The parents place in our scheme must 
be one of cooperation; the friendliness we 
show for the child, must be built up by 
the parents. We always caution the 
parents not to minimize the dental op- 
eration, but to show the child that he is 
having adult work done and therefore 
is expected to act like an adult. 

There are many other considerations 
to be thought of in our treatment of 
children. For example, when we do any 
drilling or other operative work on the 
child, we use a method called continuous 
conversation, a method devised by Harold 
K. Addelston, Chairman of the Depart- 
ment of Pedodontics at New York Uni- 
versity. We try to keep conversation 
going. We talk and talk and talk—close 
to the ear of the child in a low monoto- 
nous tone. This has a tremendously re- 
laxing influence on the child. It serves to 
keep the child’s mind occupied with 
what we are saying rather than with 
what we are doing. It is a good practice 
never to leave him unattended, even if 
the telephone rings. Long telephone 
conversations while there is a child in the 
chair, are uncalled for. We know that 
some dentists never answer the telephone 
while they have a patient in the chair. 
Certainly it must never be done with a 
child in the chair. 

In as friendly a way as possible, we 
must establish who is to be the boss. This 
is so necessary that even if the child were 
to accidentally tell us the right thing to 
do, we circumvent it in such a manner 
that same result is accomplished but the 
patient is not cognizant of his correct 
advice. 

We use the taking of impressions as a 
confidence builder as well as a record. 
If we anticipate what the child is to ex- 
pect from each step of the impression 
taking, the impression itself becomes easy 
and the child is astonished and gratified 
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with the whole procedure. If we permit 
the child to try-in the tray, (call it a dish) 
when fitting it, this helps immensely. This 
is just one more confidence builder. We 
do not want to digress too far at the 
present time and explain fully the im- 
pression taking technique, for it is too 
long a subject, but remember that this is 
one more way that leads to gretaer con- 
fidence. 

As for types of patients, they are many 
and varied and although others have 
classified them, we have always felt that 
no two children present the same prob- 
lem. We have such children as the boast- 
ful type, combative type, talkative type, 
and one of the most difficult types, the 
docile type. But we have never been able 
to classify them. We try to treat them as 
separate individuals with characteristics 
peculiar to themselves. 

Concerning children who have been 
treated by other dentists and are to be 
continued by us. Here we have an even 
more difficult problem. Not only must 
we establish good habits but also must 
break down bad habits previously in- 
curred. We always have a talk-session 
with the child in these cases to obtain 
the intimate history; what recollections 
the child has of dentistry and why he be- 
haved as he did in the other office. Cor- 
rection of the faults already learned 
becomes an added burden. If he is well 
behaved we divert the good behavior to 
our methods. From that point on, we treat 
him as a new patient, with the taking of 
the preliminary precautions, education of 
the parent, examination of dentition 
and nutritional history, roentgenograms, 
models and treatment plan. To add a 
word of caution. Never degrade another 
dentist to the child or anyone else. Chil- 
dren especially resent criticism of others 
even if they don’t like them. 

All of the foregoing should indicate 
that a good deal of time and effort must 
be devoted to the proper care of children. 
We are of the opinion that the most im- 
portant service that a dentist can render 
to a young child is to properly train that 
child to become a good dental patient. 
Addelston has pointed out in his article, 
“Dentistry for Children,” that children 
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must look forward to being dental 
patients for many years to come and that 
very few can expect to escape that fate. 
No one dentist can assume the duty of 
making all children good patients. All of 
us must be on this team. There are just 
too many children that need good in- 
doctrination and good dentistry. One of 
the most important factors in the success- 
ful training of the child patient is the 
attitude of the dentist himself. If he does 


not already love children, he must learn - 


to do so. Dentists who “can’t stand kids” 
are afraid of themselves rather than the 
child. They are afraid that they can't 
manage the child: we have found that 
after teaching over 1500 dental students, 
there were only a handful who could 
handle children. 

We firmly believe that the key to the 
management of the child patient is the 
overcoming of his fear. And the greatest 
fear is that of the unknown or of things 
that they do not understand. Forwarning 
the child, explaining to the child, and 
reassuring the child with a calm, quiet 
voice, are our greatest weapons and will 
lead to the successful management of 
children. 

In the not too distant past, and of 
course, even today, the vast majority of 
dentists believe they cannot be bothered 
to treat children. They find it too nerve 
wracking and/or too unprofitable, al- 
though it need be neither. And so be- 
cause it is too great a strain on their 
nervous system they fall into the trough 
of omitting treatment where necessary, or 
still worse, using slip-shod methods. 
Anything is done to get the job out of 
the way. 


This, we submit, will not suffice in the 
very near future. The tremendous educa- 
tional programs now in force will not 
permit haphazard treatment. 

Yes, children’s dentistry certainly can 
also be a practice builder. We sincerely 
believe that every one of us should con- 
sider it his duty to treat children as well 
as adults. All of us have received the 
privilege of practicing dentistry, and I 
earnestly feel that that privilege carries 
with it the obligation to practice to our 
best ability on every patient who presents 
at our office. It is up to all of us to 
pioneer in the children’s field . . . to 
create good adult dental patients from the 
youthful material at hand. We are indeed 
fortunate to have the opportunity before 
us to create a new generation of dental 
patients . . . a generation minus excess 
fear, who will accord the dental profes- 
sion the respect and cooperation it de- 
serves. 

315 West 106th Street 
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THE DENTAL INFORMATION BUREAU — 


Your Public Relations Agency 


(This is the first of a series of informative articles on the bureau 


How dentistry's public relations affects 
private dental practice . . . Biggest field 
of opportunity yet untapped .. . Social 
obligations and opportunity . . . Basic 
objectives ... What Abraham Lincoln said 

. . Need for continuous interpretation. 


What is the Dental Information Bu- 
reau? What is its purpose? What are its 
activities? How does it carry them on? 
And what is its value to the individual 
dental practitioner ? 

These are questions which members of 
dental societies served by the Bureau 
might naturally ask, and occasionally do 
ask. The answers should be known by 
every member. For the Bureau’s opera- 
tions have a direct bearing upon every 
member's practice. 

How so? Simply because the Dental 
Information Bureau is the official public 
relations agency for the dental societies 
of the states of New York and New 
Jersey. 

“What has that to do with me and my 
private practice?”, you might ask. The 
answer in a nutshell is just this: The suc- 
cess of your private practice depends in 
no small measure upon the public rela- 
tions of the dental profession at large. 
Experience has shown a thousand times 
over that when a profession, business or 
industry as a whole is in public disfavor, 
the members of that calling feel the ef- 
fects. The converse is true when circum- 
stances are reversed. 


Dentistry’s relations with the public in 
general are better today than ever before 
in. the history of the profession. Yet there 
is a large fly in dentistry’s socio-economic 
ointment. Its biggest field of opportunity 
is as yet untapped. For surveys with which 
most dentists are familiar show that only 
twenty-five or thirty per cent of the public 
avails itself of regularly scheduled profes- 
sional dental care. 


by its Director and Public Relations Counsel, John W. Milford.) 
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What about the seventy- or seventy-five 
per cent who don’t receive regular profes- 
sional service? What do these people 
think of dentistry? Why don’t they utilize 
the profession’s skills? And how would 
they vote in a legislative crisis? 

Excluding the indigent, we may safely 
conclude that many of these people simply 
don’t know dentistry’s story; they haven't 
become properly educated in the impor- 
tance of oral health and the value of pro- 
fessional dental service. Apparently, there- 
fore, there is something wrong, from 
dentistry’s standpoint, with their opinion, 
attitude and sentiment. In other words, 
there is something lacking in dentistry’s 
relations with them. And public relations 
is nothing more nor less than relations 
with the public. 

A feature of public relations that isn’t 
generally appreciated is that everyone has 
public relations, whether or not he real- 
izes it. Every group of people with whom 
you live and work comprises a separate 
public of its own. Such groups include 
your family, fellow-members of your 
church, your social or sport club, your 
patients, etc. Your standing with all of 
these people—their opinion of you, their 
attitudes and sentiments toward you—de- 
termine your personal relations. So it is 
with dentistry’s public relations, except 
that here we widen our focus to encom- 
pass the broad masses of the general 
public. 

Thus, there is nothing mysterious about 
public relations. We have them whether 
or not we realize it, and whether or not 
we do anything about it. 

But we can’t stop there, can we? If 
our public relations are not all they should 
be—if public opinion, attitude and senti- 
ment aren't what we want them to be— 
then we must do something about it. And 


obviously, since dentistry is serving only - 


a fraction of the public, it must do some- 
thing about the situation, if it is to make 
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satisfying progress as a health profession 
and fulfill its social responsibility. 

What do we mean by “‘social responsi- 
bility?” Just this: Dentistry, like any other 
profession, business or industry, has a 
responsibility to society. Dentistry’s re- 
sponsibility is the care of the public's 
dental health. No other component of 
human society has that responsibility. It 
is dentistry’s, and dentistry’s alone. 

The true measure of dentistry’s or any 
other profession’s value to society lies in 
the character of the service it renders, and 
the extent to which that service is utilized 
by the public. 

The character of dentistry’s service is 
a glowing tribute to the scientific progress 
the profession has achieved. On the other 
hand, as we have noted, the extent to 
which that service is now utilized falls 
far short of maximum potential. 

The modern social concept holds that 
those rendering a public service bear a 
dual obligation: (1) in the sete of 
that service, and (2) in educating the 
publ’- on its value. Hence, in its public 
dent... health educational activities, den- 
tistry is doing no more than fulfilling a 
phase of its social obligation. 

There is another side to dentistry’s 
public relations picture that must not be 
overlooked. In the current changing social 
order, public opinion can be either a 
friend or foe in dentistry’s defense of its 
professional and functional integrity. 


Abraham Lincoln voiced one of the 
broad concepts of public relations when 
he said: ‘Public opinion is everything. 
With public opinion, nothing can fail. 
Without it, nothing can succeed. Conse- 
quently, he who moulds public opinion 
goes deeper than he who enacts statutes 
or pronounces decisions.” And Lincoln's 
remark made in 1860 is just as true today 
as it was then and will be centuries hence. 


The moulding of public sentiment and 
opinion means doing and telling those 
things which, when known and under- 
stood by the public, will tend to influence 
favorable public action. 

Dentistry, as we see, does not and can- 
not live in a world of its own. And by 


the same token, no dentist, however auto- 
nomously he operates, exists in a vacuum. 
His own welfare, like that of the profes- 
sion at large, is closely meshed with the 
welfare of the public he serves. 


This community of interest between 
dentistry and the public provides the pro- 
fession with its most effective and logical 
approach to public relations. At the same 
time, it means that dentistry’s social ser- 
vice objectives must be properly and con- 
tinuously interpreted to the public. For it 
must be remembered that in dealing with 
the public, one deals not with a static, 
fixed audience, but rather with a moving 
parade. People are here today and gone 
tomorrow, with new faces continuously 
taking their places in the mass picture. 


Throughout this shifting scene, den- 
tistry’s two basic public relations objec- 
tives must remain constant, while the 
activities designed to attain them must be 
constantly pursued: 


1. To educate the public in the wis- 
dom and economy of regularly 
scheduled professional dental care; 


2. To protect the interests of the pro- 
fession, and therefore the interests 
of the public—because these inter- 
ests are mutual—through direct and 
indirect action in all matters affect- 
ing the welfare of the profession 
as a trusted and trustworthy medium 
of public health and public service. 


Increasingly, dentistry is realizing that 
activities such as public relations can best 
be handled by specialists in that field. 
For dentists have neither the time, train- 
ing or experience to do an adequate job 
for themselves in that highly specialized 
province. From its inception, the Dental 
Information Bureau has employed outside 
counsel for this work. 


Public relations-wise, although dentist- 
ry’s job has been barely started, the pro- 
fession has at least come of age. It is 
not so many years since dentistry was held 
in rather low esteem; in fact, the profes- 
sion in those days was regarded by joke- 
sters as a proper butt of comedy and 
ridicule. Who among us fails to remem- 
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ber the old stock gag: “I’ve got a good 
joke on you, Doc; you pulled the wrong 
tooth 

Today, thanks to years of public rela- 
tions study and activity, dentistry is taken 
seriously by the public. It is universally 
recognized as a leading member of the 
healing arts. Increasingly the public is 
becoming aware of the importance of 
dental health. And the dental practi- 
tioner, wherever he moves, is accorded the 
respect due the practitioner of a scientific 
health service. 

‘This present state of public attitude 
and sentiment did not just happen. It 
was made to happen. The things that 
made it happen were: Progress in profes- 


sional dental education, forward-looking 
legislation, elevation in standards of 
professional practice and—the continuous 
telling of dentistry’s educational story to 
the public. 

Throughout its approximately twelve 
years of operation, the Dental Information 
Bureau has devoted itself to winning for 
dentistry an increasingly larger volume of 
favorable public opinion and sentiment. 
Through day-in and day-out activity it has 
contributed importantly to public under. 
standing and appreciation of the profes. 
sion’s scientific achievements and_ social 
service objectives. The numerous means 
employed by the Bureau to do this job 
will be described in an ensuing discussion. 


CHARTS TO DEMONSTRATE THE VALUE OF 
TOOTHBRUSHING AFTER MEALS* 


SAMUEL CHARLES MILLER, D.D.S., F.A.C.D., F.A.D.M.+ 


In demonstrating to patients the need 
for brushing after each meal instead of on 
arising and at bedtime, a graphic illustra- 
tion can be used to indicate the increment 
of the deposits on the teeth after each 


meal. The accompanying charts have 
LUNCH 

BREAKFAST 

ARISING 

(Brushing) 


DINNER 


BEDTIME 
(Brushing) 


* Drawings by William M. Greenhut, B.S., D.D.S 


been found to serve this purpose best. 
They may also be employed in a motion 
picture with the shading gradually in- 
tensified from meal to meal by animation, 
or as a television demonstration for edu- 
cating the general public. 


LUNCH 
(Brushing) 
BREAKFAST 
(Brushing) 
(Rinsing) 
DINNER 
(Brushing) 
BEDTIME 
“Clean Around The 


t Professor and Chairman of Periodontia Department, New York University College of Dentistry. 
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BOOK REVIEWS 


Internal Medicine in Dental Practice 
(Third Edition). By Bernard I. Comroe, 
Leon H. Collins, Jr. and Martin P. Crane. 
Philadelphia, Pa. Lea and Febiger., 1949. 
550 p., 81 illustrations, 6 color plates. $6.50. 


The tremendous advances made by the den- 
tal profession in recent years and its present 
high position in the field of medical sciences 
must, to a great extent, be attributed to the 
liaison established between physician and den- 
tist. ‘With the mouth serving as a mirror for 
so many systemic abnormalities it is unthink- 
able that today’s dental practitioner could 
effectively obtain success without an under- 
standing of these related conditions. 

To this end Drs. Comroe, Collins, and Crane 
have made great contributions. Their book 
incorporates the teaching of general medicine 
given the dental students at the University of 
Pennsylvania. Dental aspects of cardiovascular, 
respiratory, gastrointestinal, genitourinary, nerv- 
ous, endocrine, hematological and otolaryngo- 
logical diseases are clearly correlated. Arth- 
itis, infections, allergies, foci of infection, 
chemical poisoning, the sulfonamides and anti- 
biotics are comprehensively covered. Through- 
out the text summations of important material 
are clearly outlined for quick review and accent 
of high points. 

This new third edition brings to date med- 
ical advances in the aforementioned subjects 
which have been made since the second edition 
was published in 1942. With such a wealth 
of information at arm’s reach no dental library 
should be without this valuable book. 


A.N.A. 


Dental Roentgenology (Fourth Edition), by 
LeRoy M. Ennis, D.D.S., Philadelphia, Pa. 
Lea & Febiger, 1949. 538 p., 1561 illustra- 
tions, $10.00. 


An excellent fourth revision of Dental Roent- 
genology has been completed by Dr. Ennis, 
and he is to be commended on the usefulness 
of the newly enlarged volume. The addition 
of several new chapters has increased the 
adaptability of the work for both students 
and practitioners. The field of Oral Diagnosis 
can not be completely covered without proper 
roentgenograms. Dr. Ennis shows that the 
tapid advancement of the roentgenograms in 
diagnosis permits its use in situations and 
conditions that ordinarily would be difficult 
to diagnosis. 

A general introduction serves to cover the 
Physics of electricity, the construction of the 
various types of X Ray tubes and the technique 
of the production of X Rays. A complete 
guide in roentgen-ray technique with both 
intr: and~extra-oral films precedes the chapter 


on roentgenographic examination of children. 
Methods of localization and examination of 
the edentulous patient are covered in separate 
chapters. Routine examination of the oral 
cavity follows the chapter which covers the 
chemistry of X Ray development and the im- 
portance of proper preservation of X Ray film. 

Dental Pathology in its relation to roent- 
genology, the largest section of the book is an 
excellent addition. It completely covers the 
field of Pathology, but does not attempt to 
show that diagnosis of pathological conditions 
can be made by roentgenograms alone. 

Accurate and dependable diagnosis is of 
fundamental importance in good dental treat- 
ment, therefore this book which covers the 
field of Dental Roentgenology, an integral part 
of such diagnosis, is a valuable aid to every 
dentist and technician. 

A.N.A. 


Handbook of Dental Practice, Edited by 
Louis I. Grossman, Philadelphia, Pa. Lip- 
pincott, 1949. 417 p., 306 ill. $12.00. 


This volume is intended as a convenient 
method of reference for the general practitioner 
in his everyday work, 

The various phases of dental practice are 
covered with emphasis placed on_ technics 
wherever they are indicated. In those instances 
where theories of treatment are given, they are 
discussed and evaluated. 

Authority is given to this book by the con- 
tributions of prominent persons in their re- 
spective fields. In the order of their presenta- 
tions they are; Basil G. Bibby and Joseph F. 
Volker on the “Prevention of Dental Caries,” 
Louis I. Grossman on the “Control of Dental 
Caries,” Edward G. Stafne on “Roentgenologic 
Interpretation,” Allan G. Brodie on “Ortho- 
dontics,” Balint Orban on “Periodontics,” 
Louis I. Grossman on “Endodontics,” Lester 
W. Burket on ‘Diseases of the Mouth,” Ed- 
ward C. Dobbs on “Prescription Writing,” 
W. Harry Archer on “Anesthesia,” James R. 
Cameron and J, J. Stetzer, Jr. on “‘Exodontics,” 
Edward M. Grant and Howard K. Mathews 
on “Gold Inlay Restorations,” Benjamin Korn- 
feld on “Amalgam and Silicate Restorations,” 
Carlisle C. Bastion on ‘Ceramic Restorations,” 
Charles A, Sweet on ‘Pedodontics,’ Arthur 
O. Klaffenbach on “Crown and Bridge Re- 
storations’,, and Vincent R. Trapozzano on 
“Partial Dentures,” and “Complete Dentures.” 

The material in each instance is well pre- 
sented and is as complete as can be in the 
short space of a single chapter. It is not 
necessary to agree with all the technics of 
treatment given in order to enjoy this book. 
There is a vast amount of information con- 
tained in this volume that will serve the den- 
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ys ‘ 


tist well. 
the answering of some questions which come 


Lack of space may have prevented 


to the reader’s attention. Interested prac- 
titioners may find this additional information 
in texts prepared especially for the field in 
which they are interested. 

The format of the book is excellent. The 
bold type on coated paper makes for easy 
reading. The reproductions of photographs 
and drawings are very good as is the idea of 
inserting blank note paper. 

The Handbook of Dental Practice is a fine 
reference volume and should be in every 
dentist's library. 

L.R.B. 


Medical Terminology, by O. H. Perry 
Pepper, M.D., Philadelphia, Pa. Saunders, 
1949. 


Medical terminology has never been easy 
and it becomes more troublesome year by year 
as new terms are born, often of mixed and 
doubtful parentage. This handbook has been 
written in the hope of lessening these diffi- 
culties and of helping to interest students in 
the words employed and in their proper usage. 
It is not a dictionary. It is concerned more 
with the origin and derivation of a word 
than with its meaning. The meaning of any 
new term is usually made clear to the student 
by its use and context as soon as he en- 
counters it. Actually, a student may not need 
a medical dictionary with its 50,000 or more 
words, some of which he will never meet or 
use, and many of which are merely different 
forms of the same basic word or compounds 
of obvious origin, such as cardiorenal. This 
volume does not attempt to include all terms 
but its less than 4,000 terms do represent 
almost all of the roots the student will en- 
counter. Neither is this book a Greek or 
Latin grammar, and no Greek script appears 
in it, no knowledge of Greek or Latin is 
needed for its use. No pedantic worrying 
about improper endings or cases has been 
permitted; for once a word has entered our 
English medical terminology it assumes our 
citizenship and is to be treated as one of us. 
What a worthy addition to an everyday refer- 
ence library! 

I. NEWTON KUGELMASS 


New Gould Medical Dictionary, Edited by 
Harold Wellington Jones, M.D., Norman 
L. Hoerr, M.D., and Arthur Osol, Ph.D., 
Philadelphia, Pa. Blakiston, 1949. Editions 
at $8.50, $10.75, and $13.50. 


Blakiston’s New Gould Medical Dictionary 
is a completely new reference work. Working 
outward from the framework of Gould’s Med- 
ical Dictionary, Fifth Edition, they have dili- 
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gently searched recent professional literature 
not only for new terms but also for evidence 
of the changes in usage which they felt were 
evident today and so inadequately recorded 
in older reference works. The users of this 
dictionary will readily recognize the advantages 
of this broad investigation. In the fields of 
pharmacology, for example, he will find that 
drugs described in the Pharmacopeia of the 
United States of America, Thirteenth Revision 
(1947) in the National Formulary, Eighth 
Edition (1940) and in New and Nonofficial 
Remedies (1948) have, as a matter of course 
been defined, as have those drugs in the 
United States Dispensatory, Twenty-fourth Edi- 
tion (1947) and in various listings of med. 
icinals bearing trade-marked proprietary, or 
other trade names which have sufficient use 
to be of reference interest. In so far as 
possible, drugs in various stages of animal 
and clinical investigation about which reports 
have been available were also defined. 


The recognition of usage as the determining 


factor in the selection and treatment of the 


material greatly facilitated the solution of such 
vexing problems as that of handling conflicting 
and overlapping systems of terminology. In 
anatomy, for example, it has been possible to 
include not only the BNA (Basic Nomina 
Anatomica) terms and those BR (British Re. 
vision) terms which differ significantly from 
them, but also to retain that part of the old 
terminology (OT) which still remains in 
current clinical usage. Similarly, the fullest 
and most satisfactory coverage of various sys- 
tems of nomenclature has been feasible in 
chemistry, bacteriology, psychiatry and many 
other fields in which conflict exists. 

The illustrative material has been treated as 
a functional part of the dictionary and by a 
system of keyed cross-references, integrated 
with it. This material has been as carefully 
selected and as thoroughly checked as_ the 
definitions. The terminology employed in 
labeling each structure shown conforms to the 
primary definition as given in the text. The 
virtues of the systematic arrangement of the 
illustrative plates and the advantages of pre- 
senting illustrations in sufficiently large units 
to indicate interrelationships will be readily 
evident to the user of the dictionary. 


Etymology is properly considered an extea- 
sion of and supplement to the definition, ana, 
within the limits of extreme brevity necessarily 
imposed upon the etymologic entries, every 
effort has been made to combine historical 
accuracy with usefulness. Since a knowledge 
of Greek is today seldom required even of 
medical students, full use can be assured only 
by adopting as the Editors have, a system 
for transliterating Greek into Roman characters. 
For the few who may desire to trace root 
words further in their Greek forms, a table 
transliterations is provided. 


I. NEWTON KUGELMASS 
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MEDICAL VIEWS ON ORAL PROBLEMS 


SURGICAL TREATMENT OF 
FACIAL PARALYSIS* 


According to Koechlin, in casés of recent 
paralysis of the facial nerve one should always 
attempt end to end suturing. If this is not 
feasible one may use nerve grafts taken from 
the cutaneous femoris lateralis nerve. In cases 
of long duration or in cases of intracranial 
or inaccessible lesions the majority of surgeons 
refrain from nerve anastomoses because of 
disappointing results. Superior cervical gang- 
lionectomy may be attempted occasionally for 
ocular disturbances in certain cases. The occlu- 
sion of the eyelids may be improved by the 
production of Horner’s syndrome. Autoplasty 
using strips of fascia lata is the method of 
choice. In some cases there may be consider- 
able excess skin due to the distention of the 
aponeurotic tissues; this excess skin should be 
excised. In addition a myoplasty may be per- 
formed in an occasional instance, but the author 
does not consider the last-mentioned procedure 
as essential. Myoplasty alone proved insufh- 
cient, particularly in cases of long duration. 


* From J.A.M.A., Nov. 19, 1949. 


BLACK TONGUE* 


To the Editor: Is there any recent treatment 
for “‘lingua villosa nigra?’ The patient in 
question has dissimilar tooth fillings and a 
vulcanite plate. He had coronary disease 
a year and a half ago; otherwise he appears 
to be in good health. 


M.D., Massachusetts. 


ANSWER.—There is no new or specific treat- 
ment for “‘lingua villosa nigra,’ called also 
black tongue, hairy tongue and lingua filaceosa 
chromatica. The lesion is a_ hypertrophic 
elongation of the filiform papillae, similar to 
keratosis of the skin. The cause is uncertain, 
and the various yeasts and fungi which may 
be found are secondary. The dental condition 
is probably also unrelated. 

_ The patient should be told that the condition 
is harmless, that therapy is aimed at clearing 
away the offending growth and that it may 
recur. The area may be scraped or brushed 
every few days; 1 per cent aqueous acriviolet 
(a mixture of acriflavine and methylrosaniline 
chloride) methylrosaniline chloride or hydrogen 
peroxide (3 per cent) may be applied recur- 
rently, and the use of strong sodium chloride 
solution or sodium perborate (and other 
boron) mouth washes should be banned, since 
they are considered by some to be causative. 

A new cause for black tongue has been 
described, “Black Hairy Tongue from Penicil- 
lin’ (Wolfson, S. A., J. A. M. A. 15: 1206 
[Aug.-13] 1949), with a review of the foreign 


literature. Since the connection would be 
obvious from a history, and since the lesion 
results from local use of the drug, withdrawal 
should clear the condition. 


* From J.A.M.A., Oct. 29, 1949. 


TOBACCO AND LONGEVITY* 


To the Editor: What effect, if any, has the 
use of tobacco on (1) glaucoma, (2) the 
advance of arteriosclerosis and senility, (3) 
mental deterioration and (4) longevity. 
Samuel B. Rentsch, M.D., Derby, Conn. 


ANSWER.—1. No direct effect of tobacco 
on glaucoma has been demonstrated. The fre- 
quency of glaucoma in women and non-smokers 
and the lack of aggravation of symptoms on 
smoking would argue against the incrimination 
of tobacco in this respect. 

2. Persistent effects of tobacco and of tobacco 
smoke on the blood vessels have been repeat- 
edly reported, on the basis of experimental 
studies and clinical observations, but these 
claims have been vigorously controverted. The 
immediate effects of tobacco and especially of 
nicotine on the cardiovascular system are pro- 
nounced and definite, but there is a conflict 
of evidence regarding organic effects following 
prolonged administration. Some writers have 
suggested that arteriosclerosis may result sec- 
ondarily from hypertension aggravated by nico- 
tine, rather than from the direct effect of 
tobacco on the blood vessels. Statistical studies 
appear to show a slightly higher incidence of 
arteriosclerotic conditions among smokers than 
among non-smokers, but the effects of asso- 
ciated conditions, such as alcoholism and 
syphilis, among the smokers cannot be readily 
excluded. 

3. General deterioration of intelligence, espe- 
cially in juveniles, has been repeatedly ascribed 
to tobacco smoking, and numerous comparisons 
of scholastic records and results of mental tests 
of smokers and nonsmokers have been cited to 
support this idea. Some of this may represent 
selection, since the inferior student may more 
often resort to smoking for consolation or in 
defiance, but the phenomenon has been ex- 
tensively confirmed both in colleges and in 
schools. Whether it would be true of older 
persons is uncertain, as there are little data 
regarding the older ages—and many physicians 
act, at least, as if they doubt it. 

4. A shorter life span has been repeatedly 
alleged to occur in tobacco smokers and has 
been particularly stressed in an extensive study 
by Pearl. Some of the excess reported may be 
ascribed to overindulgence in alcohol and other 
practices associated with the use of tobacco. 
Some deaths may be accelerated, if not actually 


| ; 


caused, by tobacco smoking, as in Burger's 
disease and cancer of the lip, but these may 
cause little change in the total longevity of 
large groups. 
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* From J.A.M.A., Oct. 29, 1949. 


HALITOSIS* 


To the Editor: Many patients without definite 
pathologic change in the paranasal sinuses 
or decayed teeth have halitosis. Some of 
them have a “sour” breath and others a 
“decayed” odor. Kindly outline the pro- 
cedure for detecting the source of halitosis. 
In cases of intractable halitosis, what should 
be the treatment? 

M.D., New York. 


ANSWER.—Hialitosis is by derivation ‘‘a con- 
dition of the breath,” but is partly accepted in 
medicine to mean “foul or offensive breath.” 
Miller lists fourteen distinctive unpleasant 
odors. 

Halitosis may have many causes. Usually 
the cause can be found; often it can be cor- 
rected. Detection of the cause requires a 
survey of the list of possibilities, an examina- 
tion of the patient and a decision on the 
probable source. Correction then depends on 
removal of the source if feasible or recurrent 
cleansing and deodorizing. 

Foci in the upper and lower parts of the 
respiratory tract may not be obvious and can 
include bronchial infection, sinus infection, 
chronic nasal catarrh (or even atrophic rhi- 
nitis), adenoids and chronically diseased tonsils. 
The tonsils and adenoids may be removed; 
true infection may be treated in various ways 
after a differential diagnosis, including trial 
of an appropriate antibiotic. 

The intestinal tract may be a source, with 
causes ranging from esophageal diverticulum, 
gastritis, cholecystitis and colitis to faulty fat 
metabolism. Gastrointestinal allergy is said to 
be a cause. Each requires its special correction. 
The excretion in the breath and in the saliva 
of odors produced by drugs is too obvious a 
cause to describe in detail. Smoking may 
contribute to both odor and oral irritation. 

The mouth is the most probable source of 
fetor oris. Dental decay and dentures can be 
seen and cared for, but less obvious sources 
may be a low grade infection of the gums and 
the lingual papillae, the slight necrosis of the 
mucous membranes, minute collections of food 
and the numerous oral bacteria between gums 
and teeth (especially when tartar has gathered) 
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and food in cryptic spaces between certain 
teeth. Protein can become rather foul in a 
few hours, and meat fibers are a frequent of- 
fender if not removed. Vincent's infection can 
usually be seen if present. Sluggish salivary 
secretion may cause oral stagnation. 
Cleansing of the mouth should be started by 
a dentist, with recurrent later check-ups. In the 
intervals, food should be removed from crevices 
by brushing, rinsing, floss or picks at least once 
a day. Infection should be treated as indicated. 
The tone of the mucous membrane may be 
improved by use of a dilute mouthwash con- 
taining zinc chloride, perhaps preceded by one 
containing peroxide or perborate. 
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* From J.A.M.A., Sept. 24, 1949. 


THEORY OF FOCAL INFECTION* 


To the Editor :—What is the present view re- 
garding focal infection? 


M.D., Virginia 


ANSWER.—The role of foci of infection as 
causes of systemic illness in general is still 
under discussion. Some authors invoke the 
work of Frank Billings (Arch. Int. Med. 9:484, 
1912), who described the principle of this 
pathogenetic mechanism but cautivusly limited 
its clinical application. A critical appraisal after 
twenty-five years of study (Bierring, W. L.: J. 
A.M. A. 111:1623, 1938) indicates that the 
renewal of focal infections does. not cure the 
diseases attributed to them in’ significant num- 
bers of patients. The discussion has been ham- 
pered by varying definitions of focal infection. 

According to good evidence and universal ex- 
perience, microbial infections of many types 
can spread from a latent and asymptomatic 
focus to cause general disease if the localizing 
factors are weakened (Rosenow, E. C.: J. A. 
M. A. 61:1947, 1913. Elliot, S. D. Proc. Roy. 
Soc. Med. 32:747, 1939; Freyberg, R. H.: J. 
Am. Dent. A. 33:1108, 1946). It is also well 
established that toxins from an infected nidus 
may damage remote tissues. Likewise, there is 
abundant proof that hypersensitivity of certain 
tissues to focally infecting bacteria occurs, as 
demonstrated by commonly used skin tests. 
However, the question as to whether bacterial 
products disseminated from a focus of infection 
will cause generalized clinical illness or inflam- 
mation in previously sensitized organs cannot 
be answered for all cases, It should be applied 
to a given focus in an individual host. Recent 
work has furnished indirect evidence that bac- 
terial products derived from foci of common 
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infective bacteria, such as beta hemolytic strep- 
tococci, may participate in the pathogenesis of 
rheumatic fever, glomerulonephritis and certain 
vascular diseases, (Rich, A. R.: Proc. Inst. 
Med. Chicago 15:270, 1945. Rantz, L. A.; 
Boisvert, P. J., and Spink, W. W.: Arch. Int. 
Med. 76:131, 1945. Cavelti, P. A.: Arch. Path. 
44:119, 1947.) 

Furthermore, it has been proved that recur- 
rences of rheumatic fever can be prevented by 
the control of hemolytic streptococcic infection 
with antibiotics, although these agents do not 
benefit active rheumatic fever (Rosenberg, E. 
F., and Hensch, P. S.: A. Clin. North America, 
30:489, 1946). The causative role of focal in- 
fections in the common allergies has not been 
demonstrated in satisfactorily controlled studies 
and there is considerable doubt about their im- 
portance in the development and treatment of 
rheumatoid arthritis (Slocumb, C. H.; Binger, 
M. W.; Barnes, A. R., and Williams, H. L.; 
J. A. M. A, 117:2161, 1941). For practical 
purposes it is recommended that foci of infec- 
tion be treated in chronic diseases if they con- 
stitute a likely handicap to the general health 
and resistance of the patient. 


* From J.A.M.A., Sept. 24, 1949. 


RECURRENT HERPETIFORM 
LESIONS* 


To the Editor:—A 41 year old white man, 
married, with one child, has had recurrent 
small herpetiform type lesions on the mucous 
membranes of the gums, tongue, cheeks and 
palate since 1940. Prior to 1946 he had 
lived for fifteen years in England. He has 
been in the United States for three years. 
Onset of the lesions coincided with the onset 
of severe bombing in England in 1940. He 
has been entirely free of the lesions for only 
three months; this being during 1946 when 
he returned to England alone, his only sep- 
aration from his family. The lesions im- 
proved while he received weekly injections 
of calcium gluconate in 1943-1944, Pheno- 


barbital, 14 grain (23 mg.) four times daily, 
produced improvement for a while. Periods 
of emotional stress and strain aggravate the 
condition decidedly. He has no significant 
history of allergy. Please suggest probable 
causes and treatment. 

M.D., Ohio 


ANSWER:—The etiologic aspects of recurrent 
herpetiform lesions are complicated. The pri- 
mary cause is the virus of herpes simplex, but 
numerous factors may be present to increase 
the susceptibility of the subject or tissues to 
such an infection. Among the contributing 
factors may be allergy, vitamin B deficiency, 
mild local trauma, emotional instability and 
intoxication, 

In the present instance the history of psychic 
trauma is suggestive. The chronicity suggests 
a constitutional element. The recurrent loss of 
immunity to the virus is characteristic and is 
a reason for recurrences. Persons may also have 
a specific susceptibility, with a low antibody 
titer to the herpes simplex virus. One can only 
speculate on the method by which an emotional 
problem can produce an oral lesion. It has 
been reported that the lysozyme content of var- 
ious secretions rises in some persons during 
mental stress and that these persons are then 
susceptible to upper and lower intestinal ulcer- 
ation. The lysozyme is mucolytic and reduces 
the protection of the mucosa. 

This patient might be helped by a neuro- 
psychiatrist. A barbiturate-hyoscine-belladonna 
mixture might be administered before meals, 
three times daily. Estrogenic ointment (400 
rat units per gram) could be applied to the 
mucosa at the rate of 1 Gm. per week. An 
antihistaminic drug could be given a trial. The 
best method in many hands has been repeated 
vaccination, every week or ten days, with small- 
pox vaccine; a series of eight or ten vaccina- 
tions is given, even if no “take” occurs, start- 
ing during a period of freedom from ulceration. 
An oral flareup may occur following vaccina- 
tion, but the ultimate results are usually good. 


* From J.A.M.A., Sept. 24, 1949. 
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ABSTRACTS 


ORAL HEMORRHAGE* 
SAMUEL M. BorpbEN, D.D.S., M.S.D. 


point is to rule out the recent ingestion of 
benzene ring compounds such as aminopyrine, 
for this drug when taken by an allergic indivi. 
dual is believed responsible for causing agranv- 
locytic angina. The advisability of taking « 
short history is readily apparent, since extrac. 
tion in the presence of agranulocytic angina, 
may be fatal. 

Although the author states that prophylactic 
measures are highly desirable and mentions 
procedures to determine bleeding and clotting 
time, no program is presented for the dentist 
or patient to follow in order to prevent post 
operative hemorrhage. 

The usual control of post operative hemor. 
rhage is by the use of pressure with gauze. 
Suturing is advised in stubborn conditions. 
Topical hemostatics used as adjuncts are adren- 
alin, ferropyrine and tannic acid etc. Russel’s 
viper snake venom when applied locally in 
concentration of 1:10,000, will frequently bring 
about clotting in the most stubborn cases 
The most recent advance in hemorrhage con. 
trol has been brought about through the use 
of absorbable material such as fibrin foam, gel 
foam and oxycel, impregnated with thrombin. 
The advantage of the absorbable material is 
that after the blood flows into its meshes, it 
becomes an integral part of the clot. 

In practically all cases post extraction hemor- 
rhage can be controlled by one of the various 
* From Journal of the Canadian Dental Associa- local methods. The odd patient may require 

tion, June 1949. systemic intervention. M.E. 


Within the scope of his article, the author 
discusses an important phase of dento-medical 
practice. He first classifies the hemorrhage as 
primary or secondary, subdividing them further, 
into arterial, venous and capillary; pointing out 
that the dentist commonly meets with the 
capillary. 

The importance of recognizing abnormal 
bleeding tendencies in patients is stressed. The 
lack of certain elements, such as Vitamin C 
can be characterized by mucous membrane 
changes which are readily noted in the mouth 
and around the teeth, and certain blood 
dyscrasias may manifest themselves in the 
oral cavity, resembling local pathologic condi- 
tions. Because of the serious nature of these 
conditions it is imperative that the dentist 
be alert. He comments on the decline in 
recent years of the use of CaLactate or Ca- 
Gluconate for the control of bleeding, stating 
that the deficiency of serum calcium is never 
so great, in an otherwise normal individual, 
as to be the cause of hemorrhage. 

The importance of taking case histories 
is brought out; as valuable information can be 
obtained concerning previous experiences with 
excessive bleeding or drug habits. The latter 


Efficiency of Pulp Capping* 


Capping the pulp of a tooth is just as important for a child as for an adult, the December: 
Journal of the American Dental Association reported. 

Children of all ages have been treated successfully with this method to prevent premature 
loss of primary teeth according to Dr. S. N. Rosenstein of Columbia University’s School of 
Dental and Oral Surgery. 

The report, based on a 10-year study at Columbia University’s children’s dental clinic, 
showed excellent results from pulp capping in about 90 per cent of the cases studied. 

Stressing the desirability of retaining children’s primary teeth for the normal span of 
time, Dr. Rosenstein said: 

“Pulp capping offers a simple and efficient method of treating many vital, pulp-expose! 
children’s teeth, which might otherwise require complicated treatment or extraction.” 

Recommending this method for treatment of early permanent teeth, too, especially first 
molars with pulp exposures, the dental researcher added: 

“These (first molars) also may be retained in service as normal functioning teeth, main- 
taining the regularity of dental arches, preventing extrusion (pushing out of line) of opposing 
teeth and preventing abnormal tilting and drifting of adjacent teeth.” 

Although the experiments on this process took place in a dental clinic, the report said 
that pulp capping can and is being done as readily and successfully in private dental offices. 

“As a means of reducing the incidence of premature loss of children’s teeth and enhancing 
the value of dentistry for children, pulp capping is an effective aid to all members of the 
dental profession who include children in their practice,’ Dr. Rosenstein concluded. 


* A.D.A. News Release. 
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Sugar and Dental Caries* 


America’s sweet tooth is one of the main reasons for this nation’s enormous percentage 
of decayed teeth, a nationally known dental educator states. 


stion of Dr. John C. Brauer, dean of the University of Southern California's College of Dentistry, 
ye reported that although the cause and prevention of tooth decay is controversial, there is one 
indivi. 


point of general agreement—excessive sugar consumption is a prime factor. _ : 

; Dr. Brauer pointed out that what constitutes “excessive sugar consumption” varies among 
taking aff individuals. He explained: 

> extrac. “While the reduction in refined sugars and other carbohydrates is recommended strongly, 
angina ® and it may be concluded that dental caries virtually can be eliminated by this procedure, one 
cannot dismiss the other contributing factors which have been observed in a small percentage 
of the population. 

“It is well known that some children and adults can consume much larger quantities of 
refined sugars and carbohydrates than others without experiencing dental decay.” 

Dr. Brauer’s comments on the role of sugar in tooth decay were part of a general review of 
the dental caries problem in the current issue of The Journal of the American Dental Association. 

The California educator reported that he had found that diabetic children placed on low 
sugar diets had virtually no dental decay. 

He said similar diets could be followed by most children to great advantage, but added, 
“unfortunately, few children are required or are willing to follow such a disciplined dietary 
regimen even though large dividends would accrue.” 

Dr. Brauer pointed out that in addition to low sugar diet, effective aids in reducing the 
incidence of dental decay include proper mastication of food and the regular use of cleansing 
agents such as toothbrushes and dentifrices. 


* A.D.A. News Release. 
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Formation of Sections in the AADM 


The national body welcomes the formation of sections in the various states and other 
countries. The constitution provides for apportionment of part of the annual dues to the 
treasury of such sections. It is up to the members of each state or geographic entity to decide 
on the advantages of such a section to their members. Those groups which wish to be organ- 
ized should apply for a charter to the secretary of the A.A.D.M., Dr. William M. Greenhut, 
124 East 84th Street, New York 28, N. Y. 

Sections have already been chartered in Argentina, Connecticut, Iowa, Massachusetts, 
New Jersey and New York. 
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SAMUEL CHARLES MILLER 
Chairman of Sections 
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The First Annual Conference in 


span of 
Periodontology and Oral Pathology 
aad 

” P _ Tufts College Dental School Postgraduate Division will conduct an advanced conference in 
ally first Periodontology and Oral Pathology under the direction of Dr. Irving Glickman and staff, at 

Eastover, a resort hotel in Lenox, Massachusettts, June 13 to 17, 1950. The conference will consist 
— of four days of lectures, seminars, and panel discussions regarding clinical problems by outstand- 
opposing ing teachers and clinicians in dentistry, medicine, and their related fields. 

_ The curriculum is arranged so that the mornings and evenings are devoted to professional 

port said “tivities, with afternoons open for recreation. 
l_ offices For information regarding application and reservation address correspondence to 
‘nhancing ee 
3 of & THE BERKSHIRE CONFERENCE 


Tufts College Dental School 
136 Harrison Avenue 
Boston 11, Massachusetts. 
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American Academy of Dental Medicine, Fourth Annual Meeting 
Copley-Plaza Hotel, Boston, June 24-25, 1950 


The 4th Annual Meeting of the Academy will be held on Saturday and Sunday, June 24-25, 
at the Copley Plaza, one of the finest hotels in the country. 

j Come early and stay late, for Boston, one of the most interesting cities, is at it’s best in 
une. 

As for our program, we have decided on a direct attack on the two problems most vital to 
Dental Medicine. With new developments in Research being announced almost daily, we must 
keep up with events. We must know whether these new treatments will be helpful or harmful to 
the tissues of the Oral Cavity. 

So our Program on Saturday will be a symposium and question period, conducted by our 
best Research Scientists, on 


BASIC RESEARCH AS IT AFFECTS DENTAL MEDICINE 


Our next problem is Oral Cancer. Fifteen percent of all Cancer is in the area that should 
be seen by the Dentist. Eight percent of all Cancer is strictly Oral. Yet prognosis is poor, be- 
cause Oral Cancer is seldom recognized early. 

Our program on Sunday will be a symposium and question period, under the direction of 
the Massachusetts Section of the American Cancer Society, on 


ORAL CANCER AND THE DENTIST 


The program is excelent—The time of year is good. 
Partake of New England hospitality while you are here. Make plans for a New England 
holiday. Your committee will help you. 


COME TO BOSTON IN JUNE @ REGISTER NOW 


American Academy of Dental Medicine, Annual Meeting 

BOSTON, MASS. JUNE 24-25, 1950 
I will atttend the Annual Meeting in Boston. 

C) Enclosed is my check for $10.00, for the Luncheon Meetings on Saturday and Sunday. 


(1) Reserve Hotel Room for (date) 
Single Double 


Dr. GEORGE F. CLARKE 
10 Post Office Square 
Boston, Massachusetts 


The Thomas W. Evans Museum and Dental Institute, School of Dentistry, | 
University of Pennsylvania, Postgraduate Courses 


P.G. 30—PERIODONTICS AND ORAL MEDICINE—6 to 17 inclusive March 1950. 
By: Lester W. Burket, D.D.S., M.D. and Gordon R. Winter, D.D.S. and Associates 
This course has been arranged for practitioners who have previous instruction or experi- 
ence in periodontics and oral medicine. The fields of periodontics and oral medicine are covered 


by illustrated lectures and intensive clinical demonstrations. All types of treatment are discussed. 
Arrangements can be made for clinical experience. 


Fee $225.00. Enrollment limit-—16 
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N.Y.U. Announces Periodontia Postgraduate Courses 


PERIODONTIA 122 (continuous, daily, one year) 

This one-year course consists of lectures, motion pictures, models, demonstrations with 
clinical practice in all phases of periodontal diagnosis and treatment, including conservative and 
radical techniques and equilibration of occlusion. Each registrant must acquire sufficient clinical 
experience to prove his skill in the handling of all phases of periodontal disease. He is also 
required to prepare an original thesis on a phase of the subject, this to be presented before 
the oo for discussion. Courses in periodontia are under the supervision of Professor Samuel 
C. Miller. 

One academic year, daily, 9 a.m. to 4 p.m., September 19, 1950, to May 26, 1951. Limited 
to 4, Tuition $1,000.00. Books $27.00. Instruments approximately $95.00. Rental fee $1.00. 


PERIODONTIA 123B (intermittent, evening-afternoon) 

This 20-hour course consists of a study of the following: etiology; pathology; diagnosis; 
prognosis of periodontal disease; equilibration of occlusion; gingival massage, instrumentation, 
conservative and radical treatment; acute necrotizing ulcerative gingivitis (Vincent's Infection) ; 
drugs; diet; maintenance of mouth health; prevention, etc. 

Ten, weekly, two hour sessions, February 23 to May 4, 1950, Thursdays, 7 to 9 p.m. (for 
first four sessions—lectures) and 4 to 6 p.m. (for last six sessions—clinical demonstration). 
Tuition $130.00. Books $19.50. Instruments approximately $72.00. Rental fee $1.00. 


PERIODONTIA 123C 

Review course (one week). June 5 to June 10, 1950, Monday through Friday, 9 a.m. to 
12 m. and 1 to 4 p.m., Saturday 9 a.m. to 12 m. Limited to previous periodontia postgraduate 
students. Tuition $130.00. No instruments required. 
PERIODONTIA 124 (continuous, morning-afternoon) 


This 90-hour course consists of a study of the following: etiology; pathology; diagnosis; 
prognosis of periodontal disease; equilibration of occlusion; gingival massage; instrumentation, 
conservative and radical treatment; acute necrotizing ulcerative gingivitis (Vincent’s Infection) ; 
drugs; diet; maintenance of mouth health; prevention, etc. 

Fifteen, six-hour sessions, daily, 9 a.m. to 4 p.m., June 5 to June 23, 1950. Tuition $300.00 
Books $19.50. Instruments approximately $72.00. Rental fee $1.00. 


For further information apply to: 


Director; Postgraduate Division 


NEW YORK UNIVERSITY, COLLEGE OF DENTISTRY 
209 East 23rd Street 
New York City, N. Y. 


Postgraduate Courses at Ohio State 


The Ohio State University College of Dentistry announces the following schedule for its 
postgraduate courses in dentistry to be presented during the early months of 1950. 


Oral Pathology Hamilton B. G. Robinson Januray 9-13 
Anesthesia M. Lowell Allison January 16-20 

Oral Surgery D. P. Snyder January 23-27 
Periodontia John R. Wilson January 30-February 3 
Children’s Dentistry Lyle S. Pettit February 13-17 
Partial Dentures Victor L. Steffel February 20-24 

Full Dentures Carl O. Boucher February 27-March 3 
Endodontia J. Henry Kaiser March 6-10 

Anatomy Linden F, Edwards March 20-24 


Each course is given for five consecutive days, Monday through Friday, and the fee for 
each is $50 except for Oral Surgery which is $100. All of the courses have been approved by 
the Veterans Administration. The classes are limited to ten men each so that there is oppor- 
tunity for discussion and personalized instruction. 

For further information and applications may be secured from the Postgraduate Division 
of the College of Dentistry, Ohio State University, Columbus 10, Ohio. 
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Postgraduate and Graduate Courses, New York University 
College of Dentistry 


New York University College of Dentistry offers over 60 postgraduate courses in additiog 
to special graduate training. Postgraduate instruction ranges from short refresher courses to com 
plete preparation toward certification in the various subjects. The following subjects are covered; 


Anatomy Operative Dentistry 
Ceramics Oral Surgery 

Dental Obturators Oral Surgery and Surgical Anatomy 
Dentistry for Children Partial Dentures 
Crown and Bridge Pathology 

Dental Care in Public Health Periodontia 

Dental Jurisprudence Practice Management 
Dental Prosthesis and Research Precision Attachments 
Complete Dentures Pulp Canal Therapy 
Immediate Dentures Roentgenology 
Inhalation Anesthesia Orthodontics 


One and two year postgraduate courses in Periodontia leading to a Certificate of Proficieng 
in Periodontia can be arranged for specially qualified students whose undergraduate records afe 
outstanding. 

For information apply Postgraduate Division, New York University College of Dentistry, 
209 East 23rd Street, New York 10, New York. 


District of Columbia Dental Society Plans Annual Clinics 


The 18th Annual Postgraduate Clinic of the District of Columbia Dental Society will be 
held March 12-15, 1950, at the Shoreham Hotel, Washington, D. C.—during Sesquicentennial 
Year in the nation’s capital. In keeping with this milestone year, plans are under way for thé 
Clinic’s most ambitious scientific and social programs yet attempted. 

The following chairmen and officers have been appointed: J. Garrett Reilly and Francis J@ 
Fabrizio, Vice Chairmen; Roscoe G. Lamb, Treasurer; Albert G. Paulsen, Secretary; Herman E 
Bernstein, Clinics; Alvin A. Shapiro, Promotion & Public Relations; Walter A. Rath, Entertain 
ment; Bruno G. Floria, Program; Grant Kirkham, Commercial Exhibits, and John D. Callandef 
Registration. All communication should be addressed to Mr. Walter Holland, Executive Secté 
tary, D. C. Dental Society, 1835 Eye St., N. W., Washington, 6, D. C. 


New York Section of A.A.D.M. to Meet 


A meeting of the New York Section of the American Academy of Dental Medicine will it 
held on Tuesday—February 28, 1950, 8 P.M. at Freedom House, 20 West 40th Street. 


TOPIC: What The Papanicolau Smear Technique Means To The Dentist 


A report of an investigation carried on in the Department of Periodontia New York Unt 
versity School of Dentistry, under the supervision of Dr. Samuel Charles Miller, Head 
Department of Periodontia, studying the normally exfoliated cells of the oral mucosa by meani 
of the Papanicolau Smear Technique. 

Representative samples from young male students of New York University School @ 
Dentistry were used to carry on this study. 

preliminary report dealing with changes in the oral mucosa of females will also be 
presented. 

The application of this technique in the diagnosis of abnormal conditions of the mouth 
and as an adjunct to diagnosis by biopsy wiil be discussed. 


Essayists: 
S. SIGMUND STAHL, D.D.S., M.S. ALEXANDER SOBERMANN, B.A., D.D.S. 
Rosa IuseM, D.D.S., Argentina 
Medical and Dental Professions are cordially invited. 


Dr. RuTH ARON, 
New York Chapter Editof 
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